Accident Services SIR,-It is heartening to read the view of an orthopaedic surgeon of Mr. Noel Smith's distinction that accident incidence has now reached such vast proportions that the time has come for resuscitation to be made a specialty in itself (15 April, p. 176) . Hitherto the mass of his orthopaedic colleagues have seemed to be averse to this. Few of us who are engaged in accident surgery would disagree that casualty departments are bedevilled by the demands for minor surgical affairs, more appropriately dealt with in surgical outpatient departments; this role is particularly embarrassing when an accident unit is constantly being called upon to reanimate gravely injured persons. It is true, also, that any major accident unit is incomplete without a comprehensively equipped resuscitation room, as has been declared by the Ministry itself. Further, it should be there in addition to any contiguous intensive therapy department.
The smaller hospitals not classified as accident centres could clearly be brought into an imaginative and larger accident service than now exists. Mr. Smith advocates the employment of a " flying squad," to be expeditiously dispatched to the peripheral hospital from the major one. Up to a point I agree, but I see a more effectual measure in another direction, which could combine with or do without the lesser hospital in varying circumstances. In company with others, here and abroad, whose professional lives have been concerned with accident service I have always deplored the commonly accepted tenet, " rush the patient to hospital," in the presence of near-irreversible shock. "The mortality of the ambulance ride," in the experience of all of us, is amply confirmed by the frequency of the frustrative "'brought in dead." I It is almQst certain that when the Paco2 was lowered in the absence of a metabolic acidosis the hyperventilation thus indicated was due to hypoxaemia. The latter condition, in association with chest injuries, where lung contusion and atelectasis can be considerable, may be due to increased shunting of blood in the lungs. Other factors could be anaemia, in which the oxygencarrying capacity of the blood is reduced, and hypovolaemia or hypotension, The latter cause poor perfusion, resulting in increased oxygen extraction, and thus a lowering of the mixed venous oxygen content (CVo2). The increased respiratory effort induced under these circumstances by the arterial hypoxaemia raises the patient's oxygen requirement (Vo2). A vicious cycle results, in which the cardinal symptoms may be restlessness and difficulty in achieving control with a ventilator.
Treatment under these circumstances must be aimed at improving oxygenation or, more specifically, raising the CVO2. As the authors point out, this may be difficult even when pure oxygen is used, because blood passing through large right to left shunts in the lungs is not available for oxygenation.
Transfusion of blood and restoration of haemoglobin content improves perfusion and oxygen carriage. Any beneficial effects of I.P.P.V. in such a patient are due to a lowering of V02 as a result of the abolition of respiratory effort and sedation produced by the drugs given, and also the alleviation, to a certain extent, of atelectasis by the positive pressure. Raising the inspired oxygen in association with the use of a ventilator may be of but little benefit. However, the authors do not comment on their usual practice.
Bearing in mind the complication of intubation and tracheotomy, plus the deleterious effect of I.P.P.V., if injudicously employed, on both cardiac output and cerebral blood flow, this procedure may still tip the scales in a favourable direction. This use of I.P.P.V. is distinct from the use of the procedure where there is a failure of alveolar ventilation manifested by a raised Paco2 (e.g. in the management of paradox produced by a large labile segment of chest wall), although of course both sets of circumstances may coexist. Treatment of Spasticity SIR,-Unfortunately your expert contributors in the article Today's Drugs (1 April, p. 36) dealing with the benzodiazepines omitted to mention the value of chlordiazepoxide in the treatment of spasticity other than that associated with paraplegia or with cerebral palsy in childrem Six years ago Livingston' reported excellent results in a 26-year-old man suffering from athetoid paralysis. In the same year Sylvester' reported that in 10 spastic patients improvement in knee and elbow extension was significant. The following year Carter' reported on 94 spastic patients, 19 being over the age of 21 years. Marked improvement took place in 17 and moderate in 64. Treatment was prolonged in some cases, a 9-year-old girl suffering from cerebral palsy requiring two months in which to learn to walk and a 22-year-old male epileptic patient requiring five months. All of 14 severely mentally subnormal patients up to 60 years of age, nine being over 21 years, showed improvement with treatment. They had been under ob-Correspondence MEDICAL sHu^375
servation as inpatients for periods varying from 14 weeks to 38 years (mean 12.6 years) before treatment. One improved in gait and arm after seven days of treatment, but another showed no improvement until after two months, when walking improved, but not until four and a half months later was improvement seen in the spasticity of the arm.' Dosage reported by the authors varied from 2.5 mg. daily to 105 mg. in divided doses. Single massive doses of from 750 mg. to 1.8 *g. were given by Livingston' and produced recovery. Dosage must be adjusted carefully for each patient, for if too great a dose is given the muscles of a sound leg may lose some of the normal tension and falling may occur.
The degree of spasticity may vary slightly from time to time, showing that a psychological element may be added to the organic basis. This is specially the case in children. Crosland' describes children with arms apparently almost useless and in the usual hemiplegic state, who, when believing they are unobserved, can handle objects in which they are specially interested "with quite reasonable dexterity." Observation before treatment is necessary to determine any emotional overlay.
This letter is written to draw attention to the fact that not only may chlordiazepoxide improve spasticity at any age but also in muscles other than those involved in paraplegia. Improvement may persist after cessation of treatment, particularly in patients receiving high doses and long treatments. Amphetamine Prescribing SIR,-Dr. F. S. Reed rightly questions (S April, p. 108) the therapeutic value of the amphetamines in current medical practice. That a variety of firms should make a multiplicity of products, all but minor variations of each other, and all containing a potent habit-forming drug, is astonishing enough, but that these products should presumably still be prescribed at a time when their potential dangers have been amply demonstrated and publicized, and when increasing amphetamine misuse causes public concern, is incredible.
The therapeutic value of any drug must ultimately depend upon its uniqueness (or relative efficacy) and its safety, and, except for those instances quoted by Dr. Reed, the amphetamines, I would suggest, have long been supplanted. Narcosis for Chronic Tension SIR,-In a paper published last year, Dr. W. Sargant and others (5 February 1966, p. 322 ) observed that some chronologically tense patients of good premorbid personality, referred for consideration of a leucotomy operation, made very encouraging improvement when given modified narcosis combined with either electroconvulsive therapy or antidepressants. The authors write that their treatment". . . . seems to constitute, if confirmed, a real advance in the treatment of a group of often seemingly hopeless illnesses," and later, " It seems certain from the figures that patients having narcosis with E.C.T. and combined antidepressive drugs do much better than those having E.C.T. and drugs alone." However, examining the Table quoted, the number of patients who received narcosis and who became symptom-free, or had only minimal symptoms (26 out of 36), is not statistically significantly greater than those in the same categories who did not receive narcosis (23 out of 37). It can also be seen that the material is further classified in terms of the length of follow-up. Significantly more of the cases showing a poor response to treatment are in the long follow-up group, and this group is under-represented in those who received the treatment which Dr. Sargant and his colleagues feel is superior. The trend towards a better response to treatment in the narcosis group could therefore be due to the significantly shorter follow-up in these patients. While not wishing to dispute the good results reported by Dr. Sargant and his colleagues with these generally intractable patients, it would be invaluable to know whether the trend they noted in respect of modified narcosis has been confirmed by further studies. Since over a year has passed since the paper was published, it may be possible for the authors to add further cases to the otherwise small number (eight) who received narcosis and who were followed up for more than 18 months.
Sleep may knit up " the ravell'd sleave of care," but before psychiatrists round the world begin subjecting these chronically sick individuals to the potential hazards of four weeks' obfuscation such additional data would be desirable. In the group of twenty patients who were symptom-free and who were studied at a routine attendance at the gastric surgery
